E63=050020
.}B_J’rimnry Registration Diatrict No 1003__--nw|-nar ‘s nf!s ’aj:g;’-__a____ STATE FILE NUMBER

7 USUAL RESIDENCE (Where dacesved lived.
a. STATE Mo. b. COUNTY Ot ,

MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WHELFARE

Regitration District No, _________
IFﬁv—Ecé'c‘;r BEH 201963

a. COUNTY

DO NOT WRITE

ON THIS STUB AMENDED

If institution:

Louis

Residence before
admission)

Vs 200
Rev. 4/59

b. CITY (If outside carporate limits, giva TOWNSHLP only)
OR S . [ T s
own  3t, Louis, Missouri

c. FULL NAME OF (If NOT in hospital, give location)

Netmunos St, John's Hospital

c. CITY o
TOWN aShrewsbury

d. STREET {It outside, give locetion)
ADDRESS 6017 Hi-view

Inside Limits
Yoy No OJ
Reside on Form

Yes (] Ne X

Length of stay in 1b
3 m-nths
Inside Limits

Yes XX No (O

1

404G

INSTITUTION

IDATE AMENDED

3. NAME OF DECEASED Middla Laxt 4. DATE Month

{Type or print}

First Day Year

Mildred

Harriet

Thompson otam  December 9, 1963

3. SEX

F

7. Married B
Widowed [

6. COLOR OR RACE

Never Married ]
Divarced [J

8. DATE OF BIRTH

9. AGE (laat birthday) [IF UNDER 1 YEAR

IF UNDER 24 HR

Maonths Days

Hours Min.

12-18-14| 48
10b. KIND OF BUSINESS OR INDUSTRY| i1]. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
Great Lakes Carbon| St. Louis, Mo, U.S.A.
13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBﬁND OR WIFE

Minnie Hueller William S. Thompson
INFORMANT Address

Mr, William Thompson 501? di_view

INTERVAL BETWEEN
QONSET AND DEATH

S -

10a. USUAL OCCUPATION (Give kind of work done
durigé?.g}].éftvgikigg {Ife, even if retired)
13a. FATHER'S NAME

Stephen Schmidt

15, WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yel,ring), or unknown) | {If yes, give war or dates of service)

16. SOCIAL SECURITY NO. |17,

yes
18. CAUSE OF DEATH (Enter only one cause per line for'(a), (b), and [c}.

'ART |. DEATH WAS CAUSED B
Piaon

IMMEDIATE CAUSE (a)

s

2 24 X

DOCUMENT

Conditions, If any, DUE TO (b)
which gave rise to
above causs (a),
stating the under-
lying cavse last. DUE TO ()

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the 'terminal
disease condition given in PART | (a)

PART 1Il. If deceased was female was
thers a pregnancy in last 90 days.

* I B Yes IXRIO l 0 Unknown

20b. DESCRIBE HOW INJURY OCCURRED. (Enter aature of injury in PART | or PART [l of item 18.)

19. WAS AUTOPSY | 20a. ACCIDENT

PERFORMED?
_YESE NODOD

20c. TIME. OF Hour Month, Day, Year
INJURY am. . .,
v~ TRp.m. ~ - .

20e0. PLACE OF INJURY (e.g., in or about hame,
{arm, factory, streer, office bldg., atc.)

|Mﬂnd last zaw :f,:‘ulive on M?

m on the date stated above, and to the best of my knowledge, from the causes stated.

Wﬁ 22c. DATE SIGNED

/2 -9-43
23d. 1QCATION (City, town, or counry)

{State)
5t. Louis

SUICIDE  HOMICIDE
a o

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

r

MEDICAL CERTIFICATION

B

20d. INJURY OCCURRED
WHILE AT WORK
N

a
NOT WHILE AT WORK (J
21. | attended the deceased frr.:;r-

204, CITY, TOWN, OR LOCATION COUNTY

[9¢< 4
Hal¢} a m.

23c. NAME OF CEMETERY OR CR
Resurrection

26%5 ﬁCD. Bﬁgﬁiﬂﬂ}.

{Licensed Embalmer’'s Statement on Reveris Side)

Death oeccyrred at.

23s. BURIA EMATION, | 23k. DATE
MO

ey 12-11-63

24. FUNERAL DIEECTOR ADDRESS
Hoffrneister Colonial Mortuary

64bL Lhimpewa

22b. ADDRESS

3207

MATORY

USE BLACK INX

TYPEWRITER RIBBON
SHOULD READ

County, Mo.

Lond ik 0.

Y AFFIDAVIT OF

5awv

ITEM NG.
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STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No.

or by

working under my personal supervision.

Student

Signature of Student Embatmer

-Licensed Embalmer No. 5(75/
P. O. Address . g

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

with the above constitutes grounds for revocation of license).
H embalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embu[med fac’r should be so stated above.

Y




